Method
The method has been outlined in the original papers2 ,2 Little needs to be added, but it must be stressed that it is important that total investment be achieved (Figs. 1 and 2). Incomplete investment means no investment and the aneurysm is then more liable to rupture than if it had not been dissected. Even minimal "surgical trauma" provokes a cellular reaction in all layers, resulting in further weakening of the aneurysm and increased liability to rupture within a few days.
Basically the powder is the polymeric, and the liquid, the monomeric methyl ester of methacrylic acid. The powder, as well as the hardened material, is chemically akin to perspex and is fully compatible with living tissue.* The liquid, however, prior to hardening by polymerization is a powerful lipoid Received for publication December 31, 1968 . Revision received April 21, 1969 . *The powder is now marketed as surgical Simplex-C and can be obtained from North Hill Plastics, Ltd., London, N.16, England. solvent and should therefore not be allowed to be absorbed by the body or to come into contact with the tissues until polymerization is about to commence. The powder is provided in gamma-irradiated bags, a method of sterilization that does not interfere with a peroxide present in the powder as a catalyst for the polymerizing process. The fluid is easily sterilized by pressure bacterial filtration.
Results
This report concerns 106 cases of proven subarachnoid hemorrhage due to ruptured intracranial aneurysms subsequently treated by acrylic investment. The series includes 37 personal cases and 69 cases treated by neurosurgical colleagues at the Department of Neurological Surgery, Frenchay Hospital, Bristol, who kindly made their results available for inclusion in this survey. The 106 cases comprise 41 aneurysms of the right middle cerebral, 38 aneurysms of the left middle cerebral, 26 aneurysms of the anterior communicating artery complex, and one of the left posterior inferior cerebellar artery. There were nine deaths, three in the personal series and six among those treated in Bristol.
The age distribution is shown in Table 1 . The intervals between last-hemorrhage and surgery are shown in Table 2 . Multiple hemorrhages prior to surgery occurred in eight cases of the anterior communicating artery series, and 18 cases of the middle cerebral artery series.
The nine postoperative deaths included three anterior communicating and six middle cerebral aneurysms. One patient died 3 years later from another aneurysm; the other eight patients died within 14 days of the operation, at ages varying from the third to the sixth decade. Three cases showed widespread cerebral edema at autopsy; one had signs of basilar artery thrombosis unasso- Note the "tidy" appearance ciated with the operative site. Another had thrombosis of the common carotid artery (a tape had been passed around the vessel during the procedure). One patient died of electrolyte imbalance. The remaining two died on the ninth postoperative days with hemorrhage from another aneurysm which proved to be the unsuspected source of the original hemorrhage.
No case of postoperative death was due to rebleeding. Two thirds of the anterior communicating and five out of six of the middle cerebral fatalities were in cases with multiple hemorrhages and operated on within 7 days of the last hemorrhage.
Follow-up of the cases, varying from 1 to 10 years, has revealed no evidence to suggest recurrent hemorrhage after investment. 
